A ging in the midface area is characterized by soft-tissue (including malar fat pad) sagging and nasolabial fold deepening. Face lifts have been widely used to lift soft tissue, weaken the nasolabial groove, and provide volumetric fullness at an attractive malar position. Moreover, several means of repositioning the malar fat pad in the midface by using suspension have been introduced. 1, 2 A young, attractive face has a malar highlight in the ideal position and a malar fat pad, which retains fullness in the superior malar area and contributes to the convex shape of the face. Conversely, a widened malar complex and descended malar fat cannot provide sufficient projection or an attractive malar highlight in the midface, and result in an old-looking face (Fig. 1) . In such cases, lifting soft tissue alone does not provide satisfactory aesthetic results. Furthermore, merely pulling facial soft tissue makes the face look even wider in the frontal view.
Compared with the Caucasian face, the typical Asian facial skeleton tends to be wider and shorter. The Asian face has less anterior projection and a flatter midface than the Caucasian face. 3 Because of these characteristics, many elderly Asians have a wide malar width and a strong malar eminence. In these patients, a face lift alone may result in a wide-looking, masked face. 4 To solve this problem, we repositioned the malar highlight at a more attractive region by repositioning malarplasty and simultaneously performing a subperiosteal face lift to place the malar fat pad superiorly. Here, we describe the effectiveness and long-lasting results of this procedure.
PATIENTS AND METHODS
From March of 1989 to February of 2005, we operated on 96 women (mean age, 52 years) who visited our hospital complaining of an aged face with a wide midface. All operations were performed under general anesthesia with orotracheal intubation. By using the bicoronal approach, an incision was made 10 cm behind the anterior hairline, followed by subgaleal dissection. In the temporal region, dissection was performed under the temporoparietal fascia. The whole midfacial skeleton was dissected along the subperiosteal plane (Figs. 2 and 3) .
The next step involved malar repositioning. The malar complex was repositioned three dimensionally to the most attractive position as determined preoperatively, which was usually a superomedial position. An osteotomy was per- To address facial shape, we stretched the skin, removed the excess, and then closed the wound. The pulling direction was usually upward--the antigravitational direction. To elevate malar fat pads, the periosteum in the zygomatic area was pulled and sutured to deep temporal fascia by using Vicryl 3-0. Pulling the periosteum of the midface upward allows malar fat pad repositioning cephalad. When redundancy was encountered around the lower face and neck, subcutaneous rhytidectomy was performed with superficial musculoaponeurotic system plication (Fig. 7) .
RESULTS
The median operating time was 5 hours (2.5 hours for malarplasty and midface lift and 2.5 hours for subcutaneous face lift). The patients were discharged 1 day postoperatively and returned after 3 and 7 days. Sutures were removed during second visits. Routine follow-up examinations were performed at 1 month, 6 months, and 1 year postoperatively.
All patients were satisfied with their results, and there were no serious complications. In two patients, the subcutaneous face lift flap was revised for bleeding control, and several patients complained of numbness above the incision line, but this symptom resolved in all patients after 6 months. Patients were forewarned of the possibility of this numbness preoperatively to prevent concerns.
In some cases, when strip ostectomy was wide, penetration into the antrum of the maxillary sinus occurred. However, adequate irrigation was performed before wound closure and, therefore, did not cause any postoperative problem. In five patients, scalp scars were partially revised due to widening (simple scar resection and primary closure). After proper revision, no patient complained of alopecia.
Follow-up examinations showed malar highlight repositioning cephalad. Patients were pleased with their younger-looking faces and volumetric fullness in the malar area (Figs. 8 through 10) . 
DISCUSSION
Aging in the midface area is associated not only with soft-tissue sagging but also with the widening and descent of the malar bone itself. Bartlett et al. 5 demonstrated that the face widens with age, and Zadoo and Pessa 6 and Shaw and Kahn 7 explained that aging is also accompanied by facial bony changes, which is why a simple face lift (soft-tissue tightening) alone cannot make a face look younger and attractive. Today, the aim of a face lift is to create a three-dimensional, young-looking face rather than to remove wrinkles by skin tightening. Volumetric restoration by fat grafting or by in- 
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serting malar implants is often performed to remove depressions in the malar area. 8, 9 Our procedure can reposition the malar highlight to a more attractive location by creating a bony support in the wide face. Unlike facial implants, bony structure changes that use malarplasty are almost free of complications such as infections, bony absorption, implant displacement, and contour irregularities. Furthermore, it has a long-lasting effect.
The importance of skeletal support during soft-tissue repositioning has been well explained, and according to these studies and our experiences, it is crucial that the facial skeleton be considered before soft-tissue repositioning. 4, 10 In fact, it is difficult to restore an attractive facial contour, especially in Asian faces, without considering bony support. Furthermore, it is preferable that surgeons change bony structures first before performing face lifts in patients with a widened and/or sagging mala.
Subperiosteal face lifts reduce the risks of nerve damage, offer less bleeding, and require less dissection time. 11, 12 On the other hand, lifting only the deep tissue does not effectively reposition fat pads when performed on wide and sagging cheek bones, and can even make some faces look wider, particularly in Asians, in whom the malar eminence is positioned inferiorly and laterally.
Reduction malarplasty is one of the most commonly performed facial operations in Asians and can be performed in several ways. In the past, surgery usually involved reduction and the aim was to make faces appear smaller. This procedure, however, does not reposition the malar highlights to an optimum position and causes side effects, such as soft-tissue descent due to subperiosteal dissection. Furthermore, in elderly patients, reduction alone does not really make faces look younger and can, in fact, cause soft-tissue descent and produce the opposite effect. Thus, our rationale involves moving the malar eminence to the most attractive position first, and following this with a face lift.
Malar repositioning can be done through an intraoral or bicoronal approach. We used the latter, however, because it can be done under direct vision. Thus, malar repositioning is performed precisely, and malar fat pad lifting after subperiosteal dissection does not require an extra incision. Moreover, there is an advantage associated with performing a forehead lift at the same time. When malar repositioning is done under direct vision, the zygoma can be firmly fixed and side effects such as nonunion or malunion can be minimized. 13 Our initial concerns about alopecia were unjustified, other than when resection is excessive during the forehead lift.
For the lower face, we perform a subcutaneous face lift with superficial musculoaponeurotic system plication simultaneously via a preauricular incision (for rejuvenation of the lower face, not of the midface). A one-plane face lift, however, does not result in an effective face lift, and thus, a multiplane face lift (i.e., involving the subcutaneous and subperiosteal planes) must be performed for best results. 14 In conclusion, combined malar repositioning and subperiosteal lifting can reestablish youthful facial spatial relationships. This rationale is fundamental for facial rejuvenation and produces long-lasting results. 
